ABSTRACT Introduction: The Dutch healthcare inspectorate (IGZ) supervises the quality and safety of healthcare in the Netherlands. Owing to the growing population of (community dwelling) older adults and changes in the Dutch healthcare system, the IGZ is exploring new methods to effectively supervise care networks that exist around frail older adults. The composition of these networks, where formal and informal care takes place, and the lack of guidelines and quality and risk indicators make supervision complicated in the current situation.
INTRODUCTION

Problem definition
The Dutch Healthcare Inspectorate (IGZ, Dutch acronym) promotes public health through effective enforcement of the quality of health services, prevention measures and medical products in the Netherlands. The IGZ collaborates with healthcare providers, insurers and representative groups of patients to produce appropriate indicator sets with which the IGZ can supervise. Healthcare providers are responsible for developing standards and guidelines which the IGZ can use in the supervision process. For a large group of frail community dwelling older adults, there are currently no (scientific) guidelines or quality and safety norms with which the IGZ is able to regulate; the group is heterogeneous and this
Strengths and limitations of this study
▪ Since the study is embedded within the academic collaborative centre on supervision (AWT), there is a close collaboration with the Dutch healthcare inspectorate (IGZ) during all phases. They support and advise the researchers, this may facilitate implementation of the results in practice. ▪ This study is divided into four phases, using different methods. Every phase builds on information that is gathered in the previous phase. In this way, the most important and relevant aspects are being studied. ▪ Research concerning supervision is a growing field, but research concerning supervision on care networks is a fairly new area. This research will contribute to the knowledge in this area. ▪ This study examines a relevant issue for society because of the rising number of community dwelling older adults. The patients perspective is important in this study, owing to the increasingly importance of it in current policies. ▪ Results from this study could be biased by the so-called 'window dressing' of healthcare providers, as they are aware of the involvement of the IGZ and therefore they could give desired answers.
hampers the development of such norms. Quality systems exist for care institutions and for professional care providers, but a quality system for care networks is lacking. 1 Furthermore, it is unclear to what extent networks exist around community dwelling frail older adults and which risks are important to take into account. Current supervision frameworks, laws, field standards and guidelines offer too little for the IGZ to supervise care networks in the current situation. This becomes even more important with the changes in the Dutch healthcare system, where the independence and selfreliance of people is emphasised. 2 Difficulties arising from these changes are discussed below.
Care networks
A network can be defined as a more or less stable pattern of social relations among different actors ( people, groups, organisations) who depend on each other to reach their goals without the existence of a dominant actor. Network relations imply that coordination among actors takes place on the basis of mutual benefit, reciprocity and trust. 3 4 In this study, we speak of a care network when a combination of support, care, nursing or treatment by different professionals and informal care providers is present, more or less simultaneously and with clients who live independently. A formal collaboration is not necessarily present.
Frail older adults
The world population is ageing and the global share of older adults (aged 60 years or over) will rise from 11.7% in 2013 to 21.1% in 2050. 5 The expansion of the population of older adults causes an increase in frail older adults. 6 Frailty is a widely discussed subject in developed countries and many studies have been published on this topic. [7] [8] [9] [10] [11] Nevertheless, an internationally accepted definition of frailty is lacking. Definitions vary from broad to narrow, where physical frailty is most often discussed. [9] [10] [11] However, the term frailty can also describe health from a more integrated approach instead of a medical-based perspective. In this study, the definition of the Dutch Institute for Social Research (2011) (SCP, Dutch acronym) will be used. They describe frailty as follows: "A process of an accumulation of physical, psychological and/or social deficits in functioning which increases the chance of adverse health outcomes (functional disabilities, admission to an institution, death)". 10 Frail older adults often have needs which require the efforts of multiple healthcare professionals and organisations. 12 13 According to the report of the SCP, in 2011 approximately 690 000 frail older adults live in the Netherlands, which accounts for 27% of all people aged 65 years and over in the Netherlands. This number is expected to rise to 1 160 000 in 2030. It is estimated that 38% of people older than 75 are frail. With this increase, the number of people with physical, psychological and/ or social problems will also increase. 10 Community dwelling older adults This increase in community dwelling older adults is not just the case in the Netherlands. Globally, 40% of the older adults (aged 60 years or over) are community dwelling, and they live alone or only with their spouse. 5 Community dwelling older adults are far more common in developed countries; about 75% of older adults live independently here, compared with only 25% in developing countries and 12.5% in the least developed countries. As countries develop and their populations continue to age, community dwelling older adults will most likely become much more common in the future. 5 Changes in the Dutch long-term care The policy of the Dutch government is focused on enhancing self-sufficiency and on living independently as long as possible. 2 People are expected to be more independent and self-reliant. 14 This means that in the years to come, more and more people with long-term complex problems will have to live independently. Since January 2015, institutionalisation in the Netherlands is only possible for people who need intensive care and supervision day and night. The long-term care Act (Wlz, Dutch acronym) comprises rules regarding long-term care and will replace the Exceptional Medical Expenses Act (AWBZ). Since January 2015, the responsibility for support and welfare delivered at home is transferred to the Social Support Act (Wmo, Dutch acronym), which is executed by municipalities. 2 Medical care was, and still is, comprised within the Dutch Health Insurance Act (Zvw, Dutch acronym). Private health insurance companies are obliged to offer a core universal insurance package for healthcare at a fixed price for all, whether young or old, healthy or sick. Everyone over 18 pays a flat-rate premium for the standard insurance package. 15 
Suboptimal care
There are not many published reports evaluating ties within various types of network organisations in healthcare. 3 Older adults often receive complex and fragmented care; this may be influenced by their multiple problems in multiple areas of health. [16] [17] [18] Collaborating organisations within a network often have different goals, funding streams and stakeholders, meaning that integration is not easily achieved in practice. 6 Research has shown that some of the causes of suboptimal care, incidents and care-related harm to patients are a lack of communication, information transfer and cooperation between care providers, formal and informal, within care networks. [19] [20] [21] The absence of one integrated (electronic) system for information transfer may contribute to this problem. 22 23 Uncertainties about responsibilities, when care is provided by multiple care providers, may contribute to fragmented and uncoordinated care. [16] [17] [18] Having multiple different healthcare providers and insufficient information transfer are both classified as specific risk-indicators within the long-term elderly care. 24 
Supervision
In the Netherlands, a social insurance healthcare system exists and supervision on the quality of healthcare is secured internally by quality systems and externally by the IGZ. The IGZ is an independent agency within the Ministry of Health, Welfare and Sport (VWS). The IGZ guards the quality and safety of care using scientific guidelines, field standards and enforcing 29 laws, for example, the Care Institutions Quality Act. 25 In each care sector, the IGZ collaborates with healthcare providers, insurers and representative groups of patients in order to produce appropriate indicator sets at which the IGZ can supervise. These 'quality indicators' also provide information for patients and they enable healthcare providers to benefit from a good rating, or to improve the quality of their services. Health insurers can use the indicators to support their purchasing and contracting decisions. The IGZ supervises care offered from the Zvw and the Wlz, but is not able to supervise support offered from the Wmo. 2 When clients have to deal with care delivered from multiple domains, integration of care is essential. This is embedded in the Zvw and in the Wmo. 14 The changes in the Dutch healthcare system, the expanding population of community dwelling older adults and their use of care at home complicate the supervision for the IGZ, because care for the older adults partially will lie within the responsibility of the municipalities. Also, informal care is not included in IGZ regulation, which means that the IGZ is not able to regulate the total network.
Supervisors are expected to make more active use of patients as sources of information because they potentially provide relevant signals about the quality of care. 26 The opportunity for patients to be more active has become an important aspect of what is defined as good quality healthcare since the introduction of the Zvw in 2006, where the market-based model entered the Dutch healthcare system. 27 In this study, the perspective of the patient in relation to supervision is an important aspect.
Basis of this study
Research on the effectiveness of supervision is increasing; it focuses generally on risk supervision regimes [28] [29] [30] and the effects of enforcement and surveyor styles. [31] [32] [33] [34] [35] [36] Studies on the quality of supervision instruments and decision-making in supervision are limited.
In the Netherlands, multiple initiatives have been undertaken in recent years to start up research concerning this subject. One of these is the foundation of the 'academic collaborative centre on supervision' (AWT, Dutch acronym) in 2011. Here, four different research institutions work together with the IGZ during a 4-year period in order to develop evidence-based supervision. This study is positioned within the AWT, and is executed by the EMGO+Institute/VU University Medical Centre in close collaboration with the IGZ, in order to link research and practice. Objective and research questions To summarise, one unified definition of frailty is still lacking and research evaluating ties among organisations, care professionals and informal care providers in various types of networks in healthcare is scarce. 3 Also, it is unclear how care networks around community dwelling frail older adults are formed and to what extent collaboration and coordination are present. The Dutch healthcare system is currently in transition and the IGZ has to respond to effects of this transition. Independence and self-reliance are important topics for frail older adults and their social network. The patient should be the focal point of care and not systems or organisations around them. The current supervision frameworks of the IGZ are focused on individual care providers and organisations and therefore do not meet all of these criteria. Supervision from the patient's perspective should be explored.
The participants in this study will be community dwelling frail older adults, aged 75 years and older, since dependency of care rises exponentially after the age of 75, and their care providers. 37 The objectives of this study are to provide insight on risks for community dwelling older adults and to develop and evaluate a newly developed framework for the supervision of care networks by the IGZ for community dwelling frail older adults.
This new form of supervision may contribute to the improvement of different existing problems involving the lack of communication, information transfer and cooperation in care. This newly developed framework may function as a basis for supervision of other complex care groups. With this study, an answer to the following research questions will be sought. 4. To what extent is it possible for the IGZ to use the experiences of clients in supervision to identify and test the quality of care networks? 5. What possible influences of the newly developed supervision framework for care networks for frail community dwelling older adults can be detected?
Research questions
METHODS AND ANALYSIS Study design
The total study has a mixed methods approach and it consists of four phases. Owing to the planning of these phases, the results from a previous phase provide the necessary input for the next phase. The total time period planned for this study is 42 months; the study started in January 2013 and is ongoing. A flow chart of the total study and its phases is available in figure 1 . The methods that will be used for each phase are mentioned below. An important aspect of this study is to provide insight from the patient's perspective.
Setting and study population This study focuses on community dwelling older adults, aged 75 years and older, who live independently and are expected to be frail. The care networks of frail older adults may consist of a medical specialist, a general practitioner, homecare, social care, psychological care, a pharmacist, physiotherapist or occupational therapist, family, friends, neighbours, welfare, volunteers and others. The older adults will be approached through different organisations in two different regions in the Netherlands. These organisations are involved in the care or welfare of these older adults, like service flats, homecare, general practitioners, housing cooperatives, and welfare and volunteer organisations. They are acquainted with these older adults and are therefore able to find the right population to participate in this study. These organisations are asked to find participants aged 75 years and older who are frail, based on the knowledge of representatives of that organisation. Frailty will be operationalised by using the Tilburg Frailty Indicator (TFI), which is based on the conceptual model of frailty by Gobbens et al. 9 It consists of 15 questions covering different domains: physical, social and psychological frailty.
Phase I risk analysis
In the first phase of this study, a so-called scoping review will be conducted. The purpose of this scoping review is to explore the existing literature covering risks for community dwelling frail older adults because of the diversity in this field. The rationale behind this review is for the researcher to get acquainted with the existing literature on risks and frail older adults and to eventually compare this with risks mentioned by the older adults and their care providers. The scoping review will be conducted by one researcher using the relevant criteria of the PRISMA-P checklist. The intended information sources are PubMed as the electronic database for scientific literature, reports written by the IGZ and other stakeholders, expert interviews and policy documents of the Dutch government. At least the following search terms will be used in the search strategy for the electronic database to collect relevant literature: Risk, Adult-frail older (MeSH), Aged (MeSH), Patient safety (MeSH), Medicalisation (MeSH), Community Networks (MeSH), Continuity of care, Primary care, Fragmented care, Delivery of Health Care-integrated (MeSH), Community dwelling, Care coordination and Information transfer.
All the literature written in English or Dutch will be eligible for this review. After reading the title and summary, the researcher will decide whether the total article or report is relevant and will decide on its inclusion or exclusion. The quality of the studies will not be systematically assessed. Author(s), journal, year and a summary of methods and results, including the identified risks, will be extracted from each included source and registered into an Excel worksheet after inclusion.
All risks or risk factors mentioned in the literature will be analysed and the researcher will categorise and map them. During this last step, a second researcher is involved to discuss the categorisation of the different risks.
Phase II pilot study In this phase, a qualitative pilot study will be conducted. Semistructured interviews with different organisations and community dwelling older adults will be held, as well as structured interviews with their care providers. To get insight into risks concerning community dwelling older adults, information about the composition of their care network, satisfaction about the delivered care and collaboration within the care network will be collected. Approximately 25 frail older adults will be approached via different organisations (n=5); the total number of community dwelling older adults will depend on the moment when saturation of the data is reached. First, two researchers will interview a representative of the organisation to collect information about their policies and perceived risks regarding community dwelling frail older adults. The organisation will select older adults of 75 years who are able to give their consent and seem frail to the representatives. The organisation will approach them for participation. They will hand them informed consent forms. After receiving the informed consent from the frail older adults, one researcher will approach them by phone to confirm a date and time for the interview at their home, which will be conducted by the same researcher and recorded on tape. Structured questions will be analysed per question and open-ended questions will be analysed and coded using Atlas.ti V.7 (ATLAS.ti Scientific Software Development Company, GmbH, Berlin, Germany). To reach consensus about the coding, peer debriefing will be used. The interviewer will map the care network of the participant and ask them about their satisfaction with the care they receive and about perceived risks. The TFI 9 will be used to assess frailty. The needs and wishes in care of the frail older adult are a central theme during this interview. In addition, the researcher will ask the frail older adult written permission to interview their care providers by phone in order to ask them questions about collaboration, coordination and direction of their care (n=25).
During phase II, input for the development of questionnaires for phase III will be gathered. The risks mentioned most often by the older adults, their care providers and the organisation will be used in the questionnaire in order to categorise these risks by importance. Phase II should also point out whether approaching the frail older adults through organisations is a productive way.
Phase III survey
The aim of this phase is to collect information on the composition, collaboration and coordination of care networks in two different regions in the Netherlands and to prioritise the risks mentioned during phase II. The two involved researchers will compose two questionnaires using the results from phase II, one for the older adults and one for their care providers. The survey study will be carried out by the same researcher who conducted the interview. The questionnaire for the older adults will cover at least the following themes: social demographic characteristics, risks for community dwelling older adults, wishes and needs in care and welfare, involved care providers (formal and informal) and frailty. At least 200 frail older adults will be approached through organisations in order to fill in the questionnaire. The intention of these questionnaires is to provide insight on health and care networks of community dwelling older adults in the province of North-Holland in the Netherlands. After receiving permission from the older adults, all of their mentioned care providers are asked to fill in a questionnaire as well. This questionnaire will cover the following subjects: involved care providers for the older adult, collaboration and coordination with other care providers, signaling and frailty of the older adult. The questionnaires will function as a baseline measurement. The questionnaires will be analysed using descriptive statistics using Statistical Package for Social Science (SPSS Inc, Chicago, Illinois, USA).
Phase IV evaluation
A project team consisting of approximately eight employees of the IGZ will start the development of a supervision framework during phase IV, for which the results from the previous phases of this study will provide input. The older adults' perspective is prominently included in this supervision framework. This new framework will include riskbased supervision. The risks identified in phases I and II of the study will be considered by the IGZ for the development of the framework. The newly developed supervision framework will be tested during three different pilots by the IGZ. The researchers will closely follow these pilots, and one researcher will evaluate them by interviewing community dwelling older adults who are involved in the pilots of the IGZ (n=12). Depending on the preferences of the older adults, the semistructured interviews will be face to face or by phone. The topics of these interviews will at least cover: background and frailty, reasons to participate, the appreciation of their involvement in the supervision method and satisfaction about the contact moments. Both researchers will organise and conduct focus group meetings with care providers and inspectors, which will take place separately. The focus group meetings will be held with approximately 6 to 10 participants. The methodology for qualitative interviewing and organising focus groups described by Evers 38 will be used. Topics discussed in the focus groups will be: bottlenecks using the framework, possible gaps in the framework, adequacy of information in the framework, correct target group, possible changes and possible enhancements.
Next to the pilots in phase IV, the second measurement of the questionnaire will take place among the participants of phase III after 1 year. This questionnaire will give insight into changes in perceived risks for community dwelling older adults during the healthcare transition in the Netherlands. Care providers will also be asked about their experiences during the transition. There is a high risk of dropouts in this population because of age and frailty; this is an important aspect which will be taken into account by the researchers. Results will be translated into practice by developing an educational module on network supervision for future inspectors in close collaboration with the IGZ.
Data collection
Phases I and II both include qualitative methods; data in these phases will be gathered with interviews. Information from phases III and IV will be gathered using interviews, focus group meetings, questionnaires and document analysis.
Outcome measures
First, this study aims to give insight on the possible risks for community dwelling frail older adults, the manner in which direction and coordination are arranged in a care network, the possibilities to develop indicators, and whether the experiences of clients are usable for supervision. Also, the possible consequences of the Dutch healthcare transition in the care for the community dwelling older adults are examined. This is mainly an exploratory study. client and of the informal care providers is guaranteed ▸ Whether risks concerning the safety of a client are discussed Second, the newly developed supervision framework will be evaluated using structure and process indicators which will be developed during phase IV; these structure and process indicators will function as secondary outcome measures. Other secondary outcome measures include frailty, needs and wishes, satisfaction with care and multimorbidity of the older adults. These outcomes are assessed during interviews and by questionnaires for the older adults.
Data analysis
Important themes discussed during the interviews will be identified. The interviews will be summarised per question and open-ended questions will be coded and analysed using Atlas.ti V.7 (ATLAS.ti Scientific Software Development Company, GmbH, Berlin, Germany). The interviewer will analyse the qualitative data, which minimises the chance of misunderstanding the data. Peer debriefing by the other involved researcher will then be used to reach consensus about coding. Statistical Package for Social Science (SPSS Inc, Chicago, Illinois, USA) will be used to analyse quantitative data of the study gathered by the questionnaires over time. Frequencies and descriptive statistics will be used to explore the quantitative data and will be conducted by one researcher.
Ethics and dissemination
Informed consent and ethical approval This study is funded by The Netherlands Organisation for Health Research and Development (Dutch acronym: ZonMw). The study is approved by the Scientific Committee of the EMGO+institute and the Medical Ethical review committee of the VU University Medical Centre. The participants in this study have to sign an informed consent form before inclusion can take place. All information gathered about the participants will only be used for this study and is processed separately from participant identifiers. The hard copy data will be stored in a secured locker, which can only be accessed by the involved researchers. The digital information will be processed by code. A number will be allocated to each participant; the key to this number will only be accessible to the involved researchers and saved in a secured file.
Dissemination plan
The complete study should at least deliver the following results: a risk analysis with risk indicators for care networks of frail community dwelling older adults, an evaluation of a new supervision framework, an educational module for 'supervision on care networks', a report of the total study and multiple scientific articles with the proposed subjects: ▸ Risks for community dwelling older adults ▸ Inventory of care networks ▸ Evaluation of a newly developed supervision framework Feasibility A steering committee is composed where delegates of different stakeholders will discuss the progress of this study. This committee will be informed about the progress and results of the study periodically, and they will meet twice a year. Their involvement should enhance the feasibility and applicability of the research.
Owing to the close collaboration with the IGZ during all phases of the study, the feasibility within the IGZ is expected to be achievable.
The feasibility mostly depends on the cooperation of participants, (care) organisations and care professionals. Since this study is performed in cooperation with the IGZ, it may enhance participation of different people and organisations, or it may scare them off. There also has to be attention for possible 'window dressing' of care providers. The current care situation and changes in this situation should be surveyed as objectively as possible. Owing to the independent position of the researchers, it is their task to monitor and guard these issues.
Relevance
Community dwelling frail older adults are a rising population in different developed countries. They have to, and mostly want to, live independently as long as possible, but they may experience multiple health problems. Different care providers from different domains should form a collaborating care network around these community dwelling frail older adults. However, current laws, field standards and frameworks offer too little for the IGZ to supervise care networks for community dwelling older adults in the current situation. Some standards exist, but they are not widely accepted.
As discussed above, the transition of the Dutch healthcare system is another factor to take into account for supervision by the IGZ. More tasks and responsibility concerning care and welfare for the community dwelling older adults fall under the municipalities since January 2015. It is yet unclear how supervision should be formed around these changes, because the IGZ is not legally able to regulate the municipalities and types of informal care. Also, independence and self-reliance for the community dwelling older adults are important topics during this transition. 2 14 Current supervision frameworks are focused on organisations and individual care providers, but not on networks. This means that the IGZ has to develop a new supervision framework in order to react to the changes in the Dutch healthcare system. The municipalities and health insurers have the assignment of making sure that a continuum is created for support, care and cure.
14 It should be adjusted and integrated in such a way that the client is not burdened. This could be a starting point for the IGZ in order to regulate the collaboration and coordination within a care network. Supervision on the integrated quality and safety of longterm care for the older adults should also focus on the alignment of the different components. At the regional level, explicit norms should be set by the involved professionals. When responsibility is better anchored, the IGZ should better be able to supervise set norms.
Owing to the rising number of frail older adults, the Dutch healthcare transition and therefore a rising number of community dwelling older adults, it is important to better understand how the IGZ is able to regulate care networks. This study will map all possible risks within the care for frail older adults, survey the composition of different networks, assist the IGZ in the development of a new supervision framework and evaluate it in networks concerning frail older adults aged 75 years and older in the Netherlands.
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